Lumpkin, GA 



Case Number : 

DHS Case # 11T-ICE-ATL-15215 


Case Agent: Special Agent] 

Department of Homeland Security 
Office of Inspector General 


Atlanta, GA 30341 
404-832-^1 Office 

404-488-|m 

f^oig.dhs.gov 



1998-09-26; driving under influence (dui) 1st offense; misdemeanor 


Background: 

On May 17,2017, the Department of Homeland Security (DHS), Office of Inspector 
General (OIG), Atlanta Field Office, was advised that Assistant Field Office 

Director (AFOD), Immigration and Customs Enforcement (ICE), at Stewart Detention 
Center (SDC), Lumpkin, GA, had notified DHS that the Georgia Bureau of Investigation 
(GBI) responded to SDC regarding the death of an inmate. The detainee, Jean Carlos 
Jimenez-Joseph (A#:^^^^^^), was believed to have committed suicide by hanging 
himself in his detention cell. The GBI processed the involved cell. SDC is a privately 
managed detention facility ran by CoreCivic (CC) with oversight by ICE. 
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DETAILS: 


On June 30, 2017, DHS OIG received policy documents SA, 

GBI, SDC, obtained during their investigation. SDC’s Segregation/Restrictive Housing 
Unit Management policy was reviewed which stated that: in accordance with ICE 
PBNDS 2.12 Special Management Units, ICE detainees in special management units 
(SNU) shall he personally observed and logged at least every 30 minutes on an irregular 
schedule. For cases that warrant increased observation, the SMU personnel shall 
personally observe detainees accordingly (see Facility policy 9-105 Dry Cell Watches 
and/or CoreCivic Policy 13-84 Suicide Management). advised that video 

reviewed from SDC yielded that a random spot check was conducted at 11:58pm of 
Jimenez’s cell by SDC supervisor,and the next check was not until 
12:43pm which was conducted DHS OIG advised that due to the 

possible policy violation an investigation would be initiated. (Attachment A) 

DHS OIG completed a review of documents received from the GBI to include video 
surveillance footage on 5/14/17 and 5/15/17; SDC handheld video response footage; 
miscellaneous cell surveillance footage; recorded telephone calls from SDC from March- 
May 2017; GBI reports. A review of the documents revealed the following: 

On April 27, 2017, Jimenez-Joseph was placed in a segregation cell for 20 days. An 
incident report was reviewed which indicated that the segregation was due to Jimenez- 
Joseph jumping off a 2"** floor walkway down to the 1®* floor. Additionally, on May 2, 
2017, Jimenez-Joseph, received 3 additional days in confinement for exposing his penis 
to a SDC nursing staff member. 


On May 15, 2017, at approximately 12:45 a.m.,^^^|^^^|Detention Officer (DO) 
was completing a round count of Jimenez-Joseph’s cell and observed him hanging by his 
neck from a bed sheet. The other end of the bed sheet was tied to a sprinkler head. 
Attempts to resuscitate Jimenez-Joseph were made by SDC staff until medical personnel 
arrived. Stewart County Emergency Medical Technicians (EMT) transported Jimenez- 
Joseph to Phoebe Sumter Medical Center (PSMC), Americus, GA, where he was 
pronounced deceased upon arrival. The SDC staff that assisted were identified as: 



Member of the SDC medical staCBJhat 


responded to the incident were; 


On May 15,2017,interviewedadvised that in Segregation Unit 
7A he was to conduct a round count every 30 minutes. Additionally, there were 4 
inmates on a round count of 15 minutes. stated that cell 102 was Jimenez-Joseph’s 

cell, which was located in Unit 7A. stated that on May 15, 2017, at approximately 

12:45 a.m, he looked inside cell 102 and overserved Jimenez-Joseph slumped down with 
a “noose” tied over his neck. then advised of the “Medical Emergency” via radio 

and went to obtain a “cut-down tool” from the control room. successfully cut the 

“noose” and he and^^^^B, the first DO on the scene, began CPR until medical staff 
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arrived, which took over attempts to revive Jimenez-Joseph for approximately 10 minutes 
until EMT’s arrived. 


On May 15, 2017,1 


I, SA, GBI, interviewed! 


K SDC, Lumpin, GA. 


I advised that when Jimenez-Joseph 


arrived at SDC initial screening was conducted and in which Jimenez-Joseph stated he 
had a suicidal past, however, never showed any suicidal tendencies while he was at SDC. 


However,! 


Irelated that Jimenez-Joseph was being treated for a mood condition 


and was on prescription medications. 


I said the last time she saw Jimenez-Joseph 


was on May 10, 2017, and related he was normal with no suicidal thoughts. 

DHS OIG reviewed numerous detainee interview reports that were conducted by the 
GBI, none of which provided any information other than a detainee reporting that 
Jimenez-Joseph would jump up and down m his cell yelling “Julius Caesar.” The inmate 
believed Jimenez-Joseph was having a mental episode. 

Video surveillance from SDC was reviewed from 10 p.m. on May 14, 2017 through 2 
a.m. on May 15, 2017 which encompassing the time frame of the incident. The following 
persons were identified being present on the video during that time frame: 

A review of the video surveillance yielded the following time-line: 

May 14. 2017 - May 15. 2017 

11st check of cell 102 (Jimenez-Joseph’s cell). 

11st check of cell 102. 

12nd check of cell 102. 

13rd check of cell 102. 

1st check of cell 102. 


10:14 

p.m.: 

11:00 

p.m.: 

11:02 

p.m.: 

11:25 

p.m.: 

11:58 

p.m.: 

12:43 

a.m.: 



4th check of cell 102. 
numerous times and talking on a handheld radio. 
Unit 7A. 


is observed looking through cell window 


I exits Unit 7A. 


12:44 a.m.: 


12"^ check of cell 102 and stands at cell door until I 


enters 


re-enters 


Unit 7A and opens door of cell 102. 


1 enter Unit 7A. 


12:46 a.m: 
7A. 


I enter Unit 7A with a stretcher. 


I enters into Unit 


12:46 a.m.- 12:58 a.m.: 



enter into Unit 7A. 
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12:59 a.m.: EMT’s 


enter Unit 7A and enter cell 102. 


1:14 a.m: Jimenez-Joseph observed being placed on a stretcher. can be observed 

performing chest compressions. 

1:15 a.m - 1:16 a.m.: observed performing chest compressions on stretcher as 

Jimenez-Joseph was removed from Unit 7A along with SDC staff. 

After reviewing the video it was determined by the GBl that there was a 45 minute span 
between when^^^^^^ conducted his check of cell 102 at 11:58 p.m. and when 
conducted his 4“’ check of cell 102 at 12:43 a.m. During that time is when the 
Jiminez-Joseph incident occurred. 

On May 23, 2017,^^^^^^ contacted Free which was accompanied by several of 
Jimenez-Joseph’s family members. Family members reported the following: Jimenez- 
Joseph acted like he had multiple personalities and had previously been admitted to the 
Mental Crisis Unit in Wake County, NC, on three occasions. Jimenez-Joseph tned to 
commit suicide by jumping off the 2’'^ story floor at SDC. Jimenez-Joseph attempted 
suicide two known times in the past, one attempt involved a rope. Jimenez-Joseph stated 
to a family member during a telephone call he was tired of SDC and tried to kill himself 
Jimenez-Joseph also stated he would stay up all night yelling “get me out of here, 1 am 
Napoleon.” Family members stated they realized Jimenez-Joseph was mentally 
unbalanced. 


The DHS OIG reviewed call logs and transcribed telephone conversations made by 
Jimenez-Joseph in Mayof2017 which yielded the following: Jimenez-Joseph stated in 
multiple conversations he heard voices; he was diagnosed with schizophrenia, bipolar 
disorder, psychosis and paranoia and stated he was taking Risperidone for treatment. 
Jimenez-Joseph stated his voice was hoarse from yelling at the top of his lungs for a long 
time. Jimenez-Joseph stated he was put in jail for 25 days because he jumped off the 2"^* 
floor balcony and that he tried to hurt himself. He added that he tried to commit suicide 
because he was sick and tired of being at SDC. Jimenez-Joseph stated he was going to 
tell the judge about his mental disorder and he needed the family to conduct legal 
research so he could try to get relief from deportation for a mental disability. 


The DHS OIG reviewed information indicating that| 

GBI, Decatur, GA, performed the autopsy related to Jimenez-Joseph in which 
the cause of death was classified as a hanging and the manner of death was classified as a 
suicide. noted that the injuries to Jimenez-Joseph were consistent with a 

self-inflicted hanging. A toxicology report confirmed the presence of Risperidone in 
Jimenez-Joseph’s system. 


On July 27, 2017, the GBl stated that upon review of witness statements, crime scene 
processing, surveillance footage and the autopsy report the case by GBl was closed. 
(Attachment B) 
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On November 2, 2017, DHS OIG attended an audit review of the Immigration and 
Customs Enforcement (ICE), Health Services Corps (IHSC), SDC. The purpose of the 
review was to provide information to the IHSC and ICE, Enforcement and Removal 
(ERO), staff on internal audit findings, following the suicide of Jiminez-Joseph. The 
briefing was conducted IHSC, ICE, 

provided details of Jimenez-Joseph’s medical and mental history. According to 

when Jimenez-Joseph was processed into the CC SDC facility he was a 
Priority #1, meaning he should have been seen immediately by IHSC, however he was 
not seen for five hours. In addition, advised that no suicide assessment was 

conducted on Jimenez-Joseph, during the IHSC intake processing once he was seen by 
the IHSC. As a result of these findings, the prescreening policy has been changed. 

indicated that the audit found issues with the suicide watch policy as it 
related to monitoring a person on suicide watch. advised that the policy 

indicates once a detainee is placed on suicide watch, they must remain under continuous 
watch for a minimum of 24 hours. explained that Jimenez-Joseph was taken 

off suicide watch before the mandatory timeframe elapsed without proper approval and 
outside the scope of IHSC policy. indicated as a result of his past mental 

health issues of Jimenez-Joseph, hearing voices, etc., there was no way he was stable 
enough to be taken off of suicide watch, however IHSC records show he was cleared as 
“stable” when there is nothing stable about hearing voices. stated the audit 

found the IHSC failed to properly diagnose Jimenez-Joseph as unstable and should have 
increased his medication dosage. (Attachment C) 

further explained that on the day he committed suicide, it was discovered 
that Jimenez-Joseph had a mental health appointments with IHSC, however it was 
rescheduled for three weeks later and he was never seen that day. As a result of the audit 
findings, indicated that all IHSC staff needed to be retrained on how to 

handle mental health patients. advised that on May 10, 2017, Jimenez- 

Joseph was found in ICE SDC, segregation pounding his head up against the wall and 
claiming to be hearing voices and reported to be having thoughts of killing himself 
advised that the audit found that Jimenez-Joseph was not added to the 
“significant” mental health lists. In addition, the audit found that Jimenez-Joseph jumped 
from the second tier of the SDC housing unit and IHSC staff was not notified of the 
incident. This should have been reported as an attempted suicide. stated 

that the audit found after the Jimenez-Joseph suicide, the medical response by the IHSC 
was appropriate. Lastly, advised that a w'eekly meeting with CC SDC 

management, IHSC and ICE ERO, had been implemented to try and prevent any 
miscommunication or lapses in policy and procedure in the future. 


On November 2, 2017, DHS OIG interviewed! 

CoreCivic, Lumpkin, GA. DHS OIG was advised that one CC employee, was fired as a 
result of this incident. advised that the employee was^^^ ^^^advised that 

she was present during the termination of indicated that 

^^^^|CC, SDC CC, SDC, were present as well 

and advised HU of his termination. provided a one page document labeled 
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“CoreCivic Facility Employee Problem Solving Notice” which^^^ stated was provided 
to The document provided was reviewed by DHS OIG which indicated that^^^ 

was issued the notice on May 14, 2017 for: Failure to Follow Policy/Procedures and 
Violating Code of Ethics and Business Conduct. A description of the incident stated; On 
the evening of May 14 and 15, 2017, Officer^/^/j^ was assigned to Unit 7A 
(Restricted Housing Unit) where he failed to make his required 30 minute detainee 
observation rounds, per CoreCivic policy 10-100 section J Supervisor paragraph 1. 
Officer then falsified document 10-IF, indicating that he made the required 

observation rounds. (Attachment D) 

On November 2, 2017, DHS OIG interviewed stated he was formerly an 

officer at SDC for the last six years. added that he began his employment at SDC 

on the second shift, 2pm -10pm then moved to the third shift, 10pm-6am, which was the 
shift in which the death of Jimenez-Joseph occurred indicated he recalled the 

incident and recalled that^^^^^^^^^^^f, CoreCivic, Lumpkin, GA, was the shift 
supervisor that night and that^m was assigned to housing unit 7A, which was the 
segregation unit. advised he was routinely assigned to the segregation unit and had 

received special training to work in that unit. stated he recalled leaving unit 7A 

three times during his shift the night of the incident. said he left one time to get a 

detainee clothing, left another time to speak to and another time to take a detainee 

to unit 5. was not sure if leaving the unit was against policy but stated there was 

one other officer in unit 7A when he left the unit to perform the other duties. 
added that the other officer present in the unit was a “one on one officer,” which has to 
remain outside a detainee’s cell for continuous observation and does not assist with other 
duties or making rounds. 

advised that he was aware that rounds had to be conducted every 30 minutes; 
however, he indicated he was trying to cover multiple jobs which resulted in him not 
being able to make all the required rounds. Resultantly,^^^ stated he falsified the 
required log indicating that he had performed the required rounds when in fact he had 
not. was shown a document previously obtained by DHS OIG labeled 

Confinement Watch Log, 10-1, and dated May 14, 2017. confirmed that the log 

was the one completed by him the night of the incident and verified that his initials were 
depicted on the document. According to the document, indicated he performed 
rounds at “2208, 2236, 2304 and 2332, 0000, 0028 and 0045” admitted to and 
believed he falsified one of the seven entries notated but could not be sure which entry 
was false. stated that he was not ordered by anyone at SE>C to falsify the 

document and stated that he was “just trying to cover himself” indicated that 

inadequate staffing on his shift put him in the position to have to falsify the document and 
due to the multiple other duties he performed the night of the incident he could not 
perform the rounds as required. [Agent’s Note: the segregation staffing model provided 
by CC indicated that the first shift (6am-2pm) has one employee in the control room and 
three on the floor; the second shift (2pm-10pm) has one employee in the control room 
and two on the floor and the third shift (10pm-6am) has one employee in the control 
room and one on the floor.] opined that the segregation unit needs four people at 

all times and the third shift is the only shift that is inadequately staffed. advised he 
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has complained to management about the inadequate staffing on his shift and was told 
that the regulations state only one person was needed. (Attachment E) 

On March 6, 2018, DHS OIG completed a review of the following documents received 
from IHSC: Mortality Review for Jean Carlos Alfonso Jiminez Joseph, Root 

Cause Analysis Action Plan Feedback and Root Cause Analysis and Action Plan Framework 
Template. 

The following executive summary and mortality findings provided a synopsis of the detailed 
reports reviewed. Due to the level of detail in the report examined a separate S 3 mopsis will 
not be made, reference should be made to the specific document for additional information. 

Executive summary: Mr. Jean Carlos Alfonso JIMENEZ Joseph, a 27-year-old 
Panamanian male, was in ICE custody from March 2, 2017 to May 15,2017. Prior to intake 
into ICE custody, he had a prior history of suicide attempts and psychiatric hospitalizations 
for psychosis (i.e., a symptom of serious mental disorders characterized by an impaired 
relationship with reality; psychotic persons may have either hallucinations or delusions), 
paranoia (a mental condition characterized by delusions of persecution or exaggerated self- 
importance), schizophrenia (i.e., a chronic and severe mental disorder that affects how a 
person thinks, feels, and behaves), and auditory hallucinations (i.e., hearing internal words 
or noises that have no real origin in the outside world and are perceived to be separate from 
the person's mental processes) that were sometimes command in nature (i.e., the contents of 
the hallucinations can range from innocuous to commands that cause harm to self or others). 
During the course of his custody, he was treated for psychosis with auditory hallucinations 
and schizoaffective disorder, bipolar type (i.e., a mental disorder in which a person 
experiences a combination of schizophrenia symptoms, such as hallucinations or delusions, 
and mood disorder symptoms, such as depression or mania). On May 15, 2017, custody 
officers found Mr. JIMENEZ in his Stewart Detention Center (SDC) special management unit 
(SMU) cell unresponsive and hanging with a sheet tied around his neck. Subsequent 
resuscitation efforts were unsuccessful, and he pronounced dead in a local emergency 
department. 

Mortality finding: Based on the overall findings of this review, Mr. JIMENEZ’s 
progressively deteriorating mental health status warranted timely behavioral health provider 
(BIIP) telephone consultations with a psychiatrist and/or referral to a psychiatrist. Although 
it is reasonable to consider monitoring a patient with a known mental health disorder in a 
detention facility, Mr. JIMENEZ’S symptoms were becoming progressively worse, his 
prescribed psychotropic regimen was not at a therapeutic level, and SDC did not have 
adequate psychiatry resources to appropriately manage Mr. JIMENEZ. Therefore, it would 
have been best practice to refer Mr. JIMENEZ to an in-patient psychiatric facility or another 
detention facility with adequate psychiatry services. 

Additionally, a detailed summary of eidditional health care delivery/program weaknesses 
were identified in the following areas during the review: Medical pre-screening 
prioritization; Prescribing continuity medications upon intake into SDC; Timely medical 
intake screening for PRI-1 referral; Suicide Prevention and Intervention; Identification and 
notification of detainees with serious mental health conditions; Timely access to necessary 
and appropriate mental health care; Special Management Unit (SMU); Sufficient number of 
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appropriately trained and qualified mental health staff; Communication regarding serious 
mental illness and special vulnerabilities; Access to emergency medical services. See 
attached Mortality Review document for specific recommendations made in those areas 
identified. (Attachment F) 

[Agent’s Note: the Mortality Review document reviewed was labeled “Pre-decisional—for 
Internal Discussion Only/Not for Distribution.”] 


This summary is submitted in consideration of indicting for the following 

violations: 

• Title 18 use Section 1001 (False Statements, Concealment) 


ATTACHMENTS; 


A 

Memoinndum of Activity - Records Review/SDC Segregation Policy 

B 

Memorandum of Activity - Review of GBI Documents 

C 

Memorandum of Activity - Audit Review - CC SDC Health Unit 

D 

Memorandum of Activity - Personal ContaclH|H||m 

E 

Memorandum of Activity - Personal 

F 

Memorandum of Activity - Review of IHSC Records 
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EXHIBIT #19 



OFFICE OF INSPECTOR GENERAL 

Department of Homeland Security 



MEMORANDUM OF ACTIVITY 


Type of Activity: Other: USAO Declination 


I Ca5g AKm/>g/-:I17-ICE-ATL-15215 


Case Title: 



On March 20, 2019, , Special Agent (SA), U.S. Department of Homeland Security 

(DHS), Office of Inspector General (OIG), Atlanta, GA, met with , Assistant United 




States Attorney (AUSA), United States Attorneys’ Office (USAO), Middle District of Georgia, 
Columbus, GA, regarding the investigation pertaining to the death of Jean Carlos Jimenez- 



Joseph (A#: 


B), who committed suicide by hanging himself in his detention cell at 


Stewart Detention Center (SDC), Lumpkin, GA. On November 2, 2017, DHS OIG obtained a 



confession from 


•), CoreCivic, SDC, who admitted to 


he falsified a round count document involving Jimenez-Joseph. Reference is made to a previous 
report dated May 25, 2018, in which a prosecution summary was provided 

, Middle District of Georgia, United States Attorney’s Office, Columbus, GA, for 
review and a prosecutorial decision. 

advised that the USAO had declined to prosecute this matter. This case will be closed. 





IMPORTANT NOTICE 


This report is intended solely for the official use of the Department of Homeland Security, or any entity receiving a copy directly from the Office 
of Inspector General, and is disseminated only on a need to know basis. This report remains the properly of the Office of Inspector General, and 
no secondary distribution may be made, in whole or in part, outside the Department of Homeland Security, without prior authorization by the Office 
of Inspector General. Public availability of the report will be determined by the Office of Inspector General under 5 U.S.C. 552. Unauthorized 
disclosure of this report may result in criminal, civil, or administrative penalties. _ 
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OFFICE OF INSPECTOR GENERAL 

Department of Homeland Security 

Washington, DC 20528 / www.oig.dhs.gov 

CASE CLOSING CHECKLIST 

General - ALL CASES 

CASE NUMBER: I17-ICE-ATL-15215 _ 

Complaint Document Form 

ROI with Exhibits or AROI (no exhibits) 

Case Opening Document 
Transmittal Memo (N/A with AROI) 

Memorandum of Activity (MO As) 

Agent’s Notes/Correspondence/Record Checks/Miscellaneous 
Reports/Written Statements/Advice of Rights Forms, etc. 

FBI Case Notification Letter 

Disposition of Evidence/Personal Property 

Destruction or Other Disposition of Grand Jury Material 

EDS Indexing Completed 

Declination Letter from US AO 

Copies of Subpoenas - Other Miscellaneous Court Documents 


□ IZ^ 

□ □ 

□ la 

□ □ 


JUDICIAL CASES ONLY 

Copies of Warrants/Indictments 
Fingerprints/Photos/Personal History of Offender 
FBI Standard Form 84 (Report of Arrest Disposition) 
FBI Rap Sheet 


OTHER 


I I [7] Disposition of Confidential Informant 

□ □ Victim/Witness Referrals/Report 

□ □ Case Review Worksheet 

□ □ Referred for SuspensjonZDeharment 

Case Agent Signature and Date:.^^^^^^^^ 

/ 

Special Agent in Charge Signature and Date: 





INV FORM-14 











Department of Homeland Security 
Office of Inspector General 
Office of Investigation 


Case Progress Worksheet 


Date of Review: 04-22-19 


Supervisor: 


Case Agent:^ 


Case Title: 


Fred Wims 


Date Case Initiated: 05-17-17 


# of Days Opened :705 


Case Number: 

Primary Case Category 
Date Range of Review: 


117-15215 


DHS Employee Title: Contract Officer (former) 


Jan 15, 2019 
DHS Employee Status: Terminated 


Civil Rights/Civil Liberty 

to Apr 22, 2019 


TO BE COMPLETED BY THE CASE AGENT 


MOA# of Last Investigative Activity: 26 

Ending MOA# From Previous Review: ^2 

Number of MOAs Approved Since Last Review: 

4 

Date of Last Investigative Activity: 03-20-19 


Are All Approved Non-GJ MOAs Uploaded ^ ^ 

Into EDS? * 


Outstanding MOA #'s that need uploading q 


Is the Investigative Plan Current? 


(S' Yes r NO 


Summary of Current Status/ Investigative Activity to Date: 


DHS OIG was notified of a detainee death at SDC. GBI processed the involved cell and ruled the cause of death to be a 
suicide. Site interviews of personnel Involved have been conducted and determinations have been made that ICE policy was 
not followed related to suicidal detainees. A confession was obtained from a CC employee for falsification of a round check 
internal document. The case was declined by the USAO, Middle District of GA, on 3/20/19. No further investigation is needed 
and the case will be closed. 


Anticipated investigation Milestone(s): 

Close-ROI under review 


4. 

5. 

6 . 

7. 


TO BE COMPLETED BY THE REVIEWING SUPERVISOR 


Supervisor’s Comments and Guidance on Progress and Future Activity: 

1 • Complete edits on RQI, prepare case for closing _ 4._ 

2. _ 5._ 

3. 6. 


Supervisor's Signature: 


DHS OIG FORM 6A 


Date: 


Case Review OiG INV V1.2, March 22. 2013 


























































Department of Homeland Security 
Office of Inspector General 
Office of Investigation 


Case Progress Worksheet 


Date of Review: 10-02-18 


Supervisor: 
Case Title:, 


Case Agent:. 


Date Case Initiated: 05-17-17 


# of Days Opened :503 


Case Number: 

Primary Case Category 
Date Range of Review: 


117-15215 


Civil Rights/Civil Liberty 
to Oct 2,2018 


Jul20, 2018 


DHS Employee Title: Contract Officer (former) 


DHS Employee Status: 


Terminated 


TO BE COMPLETED BY THE CASE AGENT 


MOA# of Last Investigative Activity: 

Ending MOA# From Previous Review: ^ 

Number of MOAs Approved Since Last Review: 


19 


Are All Approved Non-GJ MOAs Uploaded 
into EDS? 


Outstanding MOA #'s that need uploading q 
I s the Investigative Plan Current? 


Yes r No 


Yes r NO 


Date of Last Investigative Activity: 


09-05-18 


Summary of Current Status/ Investigative Activity to Date: 


DHS OIG was advised of a detainee death at SDC. The GBI processed the involved cell and ruled the cause of death to be a 
suicide. Site interviews of personnel involved have been conducted and determinations have been made that ICE policy was 
not followed related to suicidal detainees. A FOIA request has been received, a response from OIG has been completed. A 
confession was obtained from a CC employee for falsification of a round check internal document. A pros summary was sent to 
the USAO- Additional documents were requested by the USAO during this period and the case continues to be under review. 


Anticipated investigation Milestone(s): 

Await charging decision/obtain reg. update 


4. 

5. 

6 . 
7. 





TO BE COMPLETED BY THE REVIEWING SUPERVISOR 





Supervisor’s Comments and Guidance on Progress and Future Activity: 

1 • await AUSA decision_ 4._ 

_ 5._ 

6 . 


2. proceed w/ IP as warranted 


3. if declined, begin closing process 


Supervisor's Signature: 


DHS OIG FORM 6A 



Date: 


2018-10-03 


Case Review OIG INV V1.2, March 22, 2013 
























































Department of Homeland Security 
Office of Inspector General 
Office of Investigation 


Case Progress Worksheet 


Date of Review: 07-17-18 


Supervisor; 
Case Title: 


Case Agent:. 


Date Case Initiated: 05-17-17 


# of Days Opened: 43 i 


Case Number: 
Primary Case Category 
Date Range of Review: 


I17-15215 


DHS Employee Title: N/A 


Apr 20, 2018 
DHS Employee Status: N/A 


Civil Rights/Civil Liberty 
toJul 17,2018 


TO BE COMPLETED BY THE CASE AGENT 


MOA# of Last Investigative Activity: 

Ending MOA# From Previous Review: 

Number of MOAs Approved Since Last Review: 
Date of Last Investigative Activity: 


18 


15 


Are All Approved Non-GJ MOAs Uploaded 
into EDS? 


Outstanding MOA #'s that need uploading q 
I s the Investigative Plan Current? 


(? Yes r No 


(? Yes r NO 


07-12-18 


Summary of Current Status/Investigative Activity to Date: 


DHS OIG was advised of a detainee death at SDC. The GBI processed the involved cell and ruled the cause of death to be a 
suicide. Site interviews of personnel involved have been conducted and determinations have been made that ICE policy was 
not followed related to suicidal detainees. A FOIA request has been received, a response from OIG has been completed. A 
confession was obtained from a CC employee for falsification of a round check internal document. A pros summary was sent to 

the USAO and is currently being reviewed by the criminal chief. 


Anticipated investigation Miiestone(s): 

4. 

“I - Notify USAO of recent suicide incident 

5. 

2. Await USAO decision 

6. 

3. Proceed with closure or indictment upon decision 

7. 



TO BE COMPLETED BY THE REVIEWING SUPERVISOR 


Supervisor's Comments and Guidance on Progress and Future Activity: 

1 ■ Add Criminal Disposition and relevant info as case _ 4. Replace MOA#13 w/ signed copy 

2. was submitted for decision to AUSA _ 5. 

6 . 


3. Upload MOA #18 to EDS 


Supervisor's Signature: 



Date: 


2018-07-17 


DHS OIG FORM 6A 


Case Review OIG INV V1.2, March 22, 2013 

























































Department of Homeland Security 
Office of Inspector General 
Office of Investigation 


Case Progress Worksheet 


Date of Review: 04-23-18 


Supervisor: 
Case Title: 


Case Agent:. 


FNU, LNU, Lumpkin GA 


Date Case Initiated: 05-17-17 


# of Days Opened: 34 >| 


Case Number: 
Primary Case Category 
Date Range of Review: 


117-15215 


DHS Employee Title: N/A 


Jan 20, 2018 
DHS Employee Status: N/A 


Civil Rights/Civil Liberty 

to Apr 23, 2018 


TO BE COMPLETED BY THE CASE AGENT 


MOA# of Last Investigative Activity: 

Ending MOA# From Previous Review: 

Number of MOAs Approved Since Last Review: 
Date of Last Investigative Activity: 


15 


13 


Are All Approved Non-GJ MOAs Uploaded 
into EDS? 


Outstanding MOA #’s that need uploading q 
I s the Investigative Plan Current? 


(V Yes r No 


(• Yes r NO 


03-06-18 


Summary of Current Status/ Investigative Activity to Date: 


DHS OIG was advised of a detainee death at SDC. The GBI processed the involved cell and ruled the cause of death to be a 
suicide. Site interviews of personnel involved have been conducted and determinations have been made that ICE policy was 
not followed related to suicidal detainees. A FOIA request has been received, a response from OIG has been Initiated. A pros 
summary will be submitted to document OIG's findings to the USAO for case evaluation. 


Anticipated Investigation Milestone(s): 

1 • Submit pros summary _ 

2. Respond to FOIA _ 

3. 


4. 

5. 

6 . 
7. 





TO BE COMPLETED BY THE REVIEWING SUPERVISOR 





Supervisor’s Comments and Guidance on Progress and Future Activity: 

1 • Submit summary to USAO for review/decision _ 4._ 

2. Response submitted for FOIA request/completed _ 5. 

3. After USAO decision, draft ROI for supervisory review 6. 


Supervisor's Signature: 


DHS OIG FORM 6A 



Date: 


2018-04-23 


Case Review OIG INV V1 . 2 , March 22, 2013 
























































Department of Homeland Security 
Office of Inspector General 
Office of Investigation 


Case Progress Worksheet 


Date of Review: 01-26-18 


Supervisor; 


Case Agent:- 


Case Title: 


FNU, LNU, Lumpkin GA 


Date Case Initiated: 05-17-17 


# of Days Opened :247 


Case Number: 

Primary Case Category 
Date Range of Review: 


117-15215 


Civil Rights/Civil Liberty 
to Jan 26 ,2018 


DHS Employee Title: N/A 


DHS Employee Status: 


Oct 20, 2017 
N/A 


TO BE COMPLETED BY THE CASE AGENT 


MOA# of Last Investigative Activity: ^ 3 

Ending MOA# From Previous Review: ^ 

Number of MOAs Approved Since Last Review: ^ 

Date of Last Investigative Activity: ^ ^ -02-17 


Are All Approved Non-GJ MOAs Uploaded 
into EDS? 


Outstanding MOA #'s that need uploading q 


(? Yes r No 


Is the Investigative Plan Current? 


C? Yes r NO 


Summary of Current Status/ Investigative Activity to Date: 


DHS OIG was advised of a detainee death at SDC. The GBI processed the involved cell and ruled the cause of death to be a 
suicide. Site interviews of personnel involved have been conducted and determinations have been made that ICE policy was 
not followed related to suicidal detainees. Resultantly, additional investigative work and additional interviews will be conducted. 
This investigation is ongoing. 


Anticipated Investigation Miiestone(s): 

1 • Continue field investigation _ 

2. Complete additional staff interviews _ 

3 . 


4. 

5. 

6 . 
7. 


TO BE COMPLETED BY THE REVIEWING SUPERVISOR 


Supervisor’s Comments and Guidance on Progress and Future Activity: 

1 • Continue w/ employee interviews at SDC _ 4._ 

5. _ 

6 . 


2. Obtain relevant documents for review as necessary 

3. Continue w/ investigative plan _ 


Supervisor's Signature: 



Date: 


2018-01-26 


DHS OIG FORM 6A 


Case Review OIG INV V1.2, March 22, 2013 



































































Department of Homeland Security 
Office of Inspector General 
Office of Investigation 


Case Progress Worksheet 


Date of Review: 10-20-17 


Supervisor: 
Case Title: 


Case Agent:. 


FNU, LNU, Lumpkin, GA 


Date Case Initiated: 5 / 1 7/2017 


# of Days Opened :-155 


Case Number: 

Primary Case Category 
Date Range of Review: 


I17-ICE-ATL-15215 


Civil Rights/Civil Liberty 
to Oct 20,2017 


DHS Employee Title: N/A 


DHS Employee Status: 


Jul25, 2017 
N/A 


TO BE COMPLETED BY THE CASE AGENT 


Number of MOAs Approved Since Last Review: ^ 


Number of Outstanding MOAs that are pending 
approval: 0 


Number of Investigative Activity Since Last 
Review: 3 


Are All Approved Non-GJ MOAs Uploaded 
into EDS? 

Outstanding MOA #'s that need uploading q 
I s the Investigative Plan Current? 


(Y Yes r No 


(ST Yes r NO 


Date of Last Investigative Activity: 


9/13/2017 


Summary of Current Status/ Investigative Activity to Date: 


DHS OIG was advised of a detainee at SDC that is believed to have committed suicide. The GBI has processed the involved 
cell and is processing the final report. DHS OIG is reviewing ICE policies and investigating the incident to determine if proper 
procedures were followed. A comprehensive report, videos and investigative file has been received by the GBI and is under 
review. 


Anticipated Investigation Milestone(s): 

1 ■ Review GBI material _ 

2. Conduct INV on-site at SDC _ 

3. 


4. 

5. 

6 . 
7. 





TO BE COMPLETED BY THE REVIEWING SUPERVISOR 





Supervisor’s Comments and Guidance on Progress and Future Activity: 

1 • Review GBI reports/findings _ 4._ 

2. Conduct interviews at SDC as discussed _ 5. 

3. 6. 


Supervisor's Signature: 


DHS OIG FORM 6A 



Date: 


2017-10-20 


Case Review OIG INV VI .2, March 22, 2013 

























































Department of Homeland Security 
Office of Inspector General 
Office of Investigation 

Case Progress Worksheet ^ateofRe.iew: 07 - 24 -i 7 


Supervisor: 


Case Agent:, 


Case Number: 


I17-ICE-ATL-15215 


Case Title: 

FNU, LNU, Lumpkin, GA 

Date Case Initiated: 5/17/2017 # of Days Opened :02 


DHS Employee Title: N/A 


Primary Case Category Civil Rights/Civil Liberty 


Date Range of Review: 
DHS Employee Status: 


Apr 25, 2017 
N/A 


to Jul24,2017 


TO BE COMPLETED BY THE CASE AGENT 

Number of MOAs Approved Since Last Review: 3 Yes P No 

- _ into EDS? 

Number of Outstanding MOAs that are pending 

approval: 0 Outstanding MOA #'s that need uploading q 


Number of Investigative Activity Since Last 

Review: 0 Is the Investigative Plan Current? (• Yes C NO 


Date of Last Investigative Activity: 7/13/2017 


Summary of Current Status/ Investigative Activity to Date: 

DHS OIG was advised of a detainee at SDC that is believed to have committed suicide. The GBI has processed the involved 
cell and is processing the final report. DHS OIG is reviewing ICE policies and investigating the incident to determine if proper 
procedures were followed. 


Anticipated Investigation Miiestone(s): 4 

"I - Await GBI report _ 5. 

2. Conduct field interviews at SDC _ 6 . 

3. 7. 


TO BE COMPLETED BY THE REVIEWING SUPERVISOR 


Supervisor’s Comments and Guidance on Progress and Future Activity: 

1. Coordinate w/ GBI and review their final report 4. 

2. Conduct interviews at SDC 

5. 

3. 


6 . 


Supervisor's Signature: 


Date: 2017-07-24 


DHS OIG FORM 6A 


Case Review OIG !NV V1.2, March 22, 2013 

























































Office of Inspector General - Investigations 

U.S. Department of Homeland Security 


INVESTIGATIVE PLAN 



Homeland 

Security 


CASE NUMBER: 117-ICE-ATL-15215 OFFICE: 


TITLE: FNU LNU; ICE _ CASE AGENT: 


Lumpkin, GA _ SUPERVISOR: 

SUMMARY OF ALLEGATION(S): 

On May 15, 2017, DHS OIG was notified by ICE OPR that detainee Jean Carlos Jimenez- 
Joseph, A#204603723, had allegedly hung himself in his cell located at Stewart Detention 
Center (SDC), located in Lumpkin, GA. Efforts were made to revive the detainee hy SDC staff 
and the detainee was transported to Phoehe Sumpter Medical Center where the detainee was 
pronounced deceased upon arrival. 


ATLANTA 



IDENTIFY POSSIBLE VIOLATION(S) OF LAWS, RULES, OR REGULATIONS | 

13 Criminal 

[3 Administrative 


CRIMINAL STATUTES 

STANDARDS OF CONDUCT 

DHS REGULATIONS 

AGENCY SPECIFIC REGULATIONS 

CIVIL STATUTES 

ADMINISTRATIVE REGULATIONS 

1 

INVESTIGATIVE STEPS AND SCHEDULE OF WORK: | 


ACTION ANTICIPATED DATE OF COMPLETION 


1 1 Review Complaint/Allegation/EDS Entries 

TBD 

1 1 Database Checks 

TBD 

1 1 Witness/Complainant Interviews 

TBD 

1 1 Document Retrieval (IG Subpoena) 

TBD 

1 1 Subject Interview (Advisement) 

TBD 

r~l Presentation to US AO 

TBD 


INV FORM-02 

















A Private Pnson Company Put This immigrant Detainee in Solitary. 19 Days ater He W... Page 4 of 4 


GETTHESCOOP, STRAIGHT FROM MOTHER JONES. 

ENTER YOUR EMAIL SUBMIT 

MADISON PAULY V 

Madison Pauly is the assistant editor at Mother Jones. Reach her at mpauly(S)motherjones.com. 


Mother Jones is a nonprofit, and stories like this are made possible by readers like you. Donate or 
subscribe to help fund independent journalism. 


Copyright ©2017 Mother Jones and the Foundation for National Progress. All Rights Reserved. 


Contact Us Terms of Service Privacy Policy 


http://www.motherjones.com/politics/2017/05/immigration-detention-ice-death-stewart/ 


6/28/2017 






A Private Prison Company Put This immigrant Detainee in Solitary. 19 Days ^ ater He W... Page 2 of 4 


ICE took Jimenez into custody in March, after he served time in North Carolina 
for stealing a vehicle. The agency began deportation proceedings and transferred 
him to Stewart. In late April, Jimenez broke the the facility’s rules when he 
jumped from a second-floor landing to the first. “You’re supposed to take the 
stairs down,” Jackson says. “He decided he was going to jump over the rail.” For 
this infraction, Jimenez was given 20 days in disciplinary segregation—otherwise 
known as solitary confinement. (A United Nations expert on torture has called for 
the “absolute prohibition” of solitary confinement for longer than 15 days, citing 
studies that show just a few days in isolation can cause lasting mental damage.) 


Stewart detainees have been put in segregation for less, according to allegations in 
a report released earlier this month by Penn State Law’s Center for Immigrants' 
Rights Clinic and the advocacy group Project South. Drawing on interviews with 
more than 40 immigrants who had been held at the facility, the report’s authors 
found that men had been sent to solitary for talking too much, not tucking in their 
shirts, or arguing during soccer matches. Others were put in segregation because 
they filed complaints, or simply because Stewart’s other housing areas were full. 


Once inside, segregation was “like hell,” one Nigerian immigrant told the report’s 
authors. Each day, they had to chose between maki ng a phone call or getting an 
hour of recreation outside. They \<(CTe not allowed to shower^nd had to be 
handcuffed and escorted each time theymeededJB u$e.a:teitgt. Without windows, 
they couldn’t tell if it was day or night. Th^ nieals were smallefTh^n the usual 
rations. 






Z. 


Five days into solitary, Jimenez “exposed himself’ to a nurse, Jackson says, and 
his sentence was extended to 23 days. He got through 19. “He was in a cell all by 
himself, in an isolation cell,” Jackson says. At approximately 12:45 a.m. on May 
15, a deten tion o fficer found him hanging by a sheet inside the cell, unresponsive. 
It had been an houf^mce a guard had walked by his cell door, Jackson says. “They 
took him down fronrtli^e position he was in, put him on the floor, and started 
lifesaving measures.” Jimenez was pronounced dead at a local hospital less than 
two hours later. The preliminary cause of death was “self-inflicted strangulation.” 


http://www.motherjones.com/politics/2017/05/immigration-detention-ice-death-stewait/ 


6/28/2017 





From: 

Sent: 

To: 

Subject: 


Monday, May 15, 2017 11:34 AM 

FW: SEN Report - Emergency Transport and Detainee Subsequently Pronounced Dead 


Importance: 


High 


Thank you 



Warning: This document is UNCLASSIFIED//FOR OFFICIAL USE ONLY (U//FOUO). It contains information that may be 
exempt from public release under the Freedom of Information Act (5 U.S.C. 552). It is to be controlled, stored, handled, 
transmitted, distributed, and disposed of in accordance with DHS policy relating to FOUO information and is not to be 
released to the public or other personnel who do not have a valid "need-to-know" without prior approval of an 
authorized DHS official. No portion of this report should be furnished to the media, either in written or verbal form. 


From: | 

Sent: Monday, May 15, 2017 3:57 AM 

Subject: FW: SEN Report - Emergency Transport and Detainee Subsequently Pronounced Dead 

Importance: High 


FYSA 

Sent with BlackBerry Work 
(www.blackberrv.com) 


From: I 

Date: Monday, May 15,2017, 3:51 AM 


| i),ice.dhs.gov> 


| :(aiice.dhs.gov> 


1 







Subject: SEN Report - Emergency Transport and Detainee Subsequently Pronounced Dead 

SDC has a detainee who was transported to a hospital after successfully attempting suicide via hanging. 

Per Hospital Report: Detainee was pronounced Dead at 0215 on May 15, 2017. 

Name of Hospital: Phoebe Sumter Medical Center 
Detainee Name: Jimenez Joseph, Jean Carlos 
Alien#: 

Date of Birth: 04/20/1990 
Country of Citizenship: Panam 
Date of Arrival: 03/07/2017 

Relevant Medical History: 

• Suicidal ideation (03/08/2017) 

• Suicide attempt per patient report 

• Schizoaffective disorder, bipolar type 

• Cannabis abuse, uncomplicated 

• Unspecified asthma, uncomplicated 

• Allergic rhinitis, unspecified 

• Psychosis 

Medications: 

• Risperidone 0.5 MG Tablet, 1 tablet Orally daily at bedtime 

• Docusate Sodium 100 MG Capsule, 1 capsule as needed Orally daily 

• Flunisolide 25 MCG/ACT (0.025%) Solution, 2 drops in each nostril twice a day 

• Albuterol Sulfate HFA 108 (90 Base) MCG/ACT Aerosol Solution, 2 puffs as needed up to four times a day 

Hospitalizations: 

• 3 psychiatric hospitalizations between August to December 2016 (average length of stay 2 weeks) 

Cause of Death: 

• Successful Suicide via hanging (presumptive diagnosis) 

History of Event: (The below is per verbal reports). 

On 15 may 2017, at approximately 0045, a medical emergency was called in the Special Housing Unit for a detainee who 
had hung himself Upon arrival at the scene medical staff reported the detainee was laying on the ground with Core Civic 
officers perfo rmin g CPR. Core Civic staff informed medical the detainee had hung himself with a sheet that had been tied 
around his neck. The sheet had already been removed prior to medical arriving on the scene. Medical staff performed a 
quick assessment and asked Core Civic staff if an ambulance had been requested and asked that EMS be activated if not 
already called. Medical staff continued CPR and connected the detainee to the AED, which indicated no shock advised 
and to continue CPR. CPR was continued. At approximately 0057 EMS team arrived and intubated the detainee, 
connected the detainee to a defibrillator and indicated the rhythm was asystole. During the course of the CPR, EMS staff 
gave four dosages of Epinephrine and called for a back-up EMS unit; however, as the back-up EMS unit was over 30 
minutes away, the EMS team deeided to transport the detainee to Phoebe Sumter Medical Center ER with Core Civic 
Officer in Ambulance. 

Time Line: 

• Medical Emergency called 0045 

• Medical Team on scene 0049 

• Core Civic called for EMS at 0049 

• EMS arrived to facility at 0057 

• EMS departed facility at 0125 


2 



Notifications as of this time: 

• HSA was notified at approximately 0120. 

• RHSAby0130 

• CD by 0145 

• AFODbyOlSO 

• Per AFOD the DFOD and FOD were notified by 0145. 
Thank you 



Warning: This document is UNCLASSIFIED//FOR OFFICIAL USE ONLY (U//FOUO). It contains information 
that may be exempt from public release under the Freedom of Information Act (5 U.S.C. 552). It is to be 
controlled, stored, handled, transmitted, distributed, and disposed of in accordance with DHS policy relating to 
FOUO information and is not to be released to the public or other personnel who do not have a valid ”need-to- 
know” without prior approval of an authorized DHS official. No portion of this report should be furnished to the 
media, either in w ritten or verbal form. 
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From: 

Sent: 

To: 

Cc: 

Subject: 


Monday, May 15, 


2017 11:42 AM 



RE; SDC Incident 


The name of the GBI Agent wasl 


His cell# isl 


Let me know if you need anything eilse. 


Thank you 



Warning: This document is UNCLASSIFIED//FOR OFFICIAL USE ONLY (U//FOUO). It contains information that may be 
exempt from public release under the Freedom of Information Act (5 U.S.C. 552). It is to be controlled, stored, handled, 
transmitted, distributed, and disposed of in accordance with DHS policy relating to FOUO information and is not to be 
released to the public or other personnel who do not have a valid "need-to-know" without prior approval of an 
authorized DHS official. No portion of this report should be furnished to the media, either in written or verbal form. 


From: 

Sent: Monday, May 15, 

To: 

Subject: SDC Incident 


2017 11:15 AM 


Hey^M...the ASAC advised me of the SDC incident. 


I'm duty this week, give me a call when you can, thanks. 


Special Agent 

U.S. Department of Homeland Security 
Office of Inspector General 



Atlanta, GA 30309 


1 




